TO THE EDITOR:
Pleuropericardial cysts are relatively infrequent lesions, benign in most cases, representing 7% of all mediastinal tumors.
(1) The diagnosis is incidental on chest X-rays in more than 50% of the cases, since clinical symptoms are scarce. (2) Pericardial cysts are usually identified in the fourth or fifth decade of life, and they are more frequently located at the right costophrenic angle (in 70% of the cases); the left costophrenic angle (in 10-40%); and the vascular hila, superior mediastinum, or left heart border (in 5-10%). (3) The gold standard treatment for the management of those cysts is surgical resection and video-assisted thoracic surgery (VATS), the latter being the best option for these patients.
We report the case of a 55-year-old male admitted to our hospital with an incidental radiological diagnosis of a mass in the anteroinferior mediastinum, measuring 45 mm and developing on the right side. The clinical history of the patient was totally negative, and he referred no clinical symptoms linked to the cyst. In order to diagnose the mass and prevent the risk of complications, the patient underwent complete surgical resection of the cyst by single-port VATS (Figure 1 ). Under general anesthesia and single-lung ventilation, he the patient was placed in semi-supine position, with a long gel roll placed under the right shoulder. Internal intercostal nerve blocks and continuous elastomeric pump infusion loaded with morphine were used to achieve optimal analgesia. 
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Amore D, Mazzella A, Izzo A, Cennamo A, Perrotta F A 4-cm incision in the sixth intercostal space, on the mid-axillary line, was performed on the right side. A 10-mm, 30° thoracoscope was introduced into the pleural cavity. The complete resection of the cyst and the surrounding mediastinal fat was carried out thanks to the endoscopic instruments and electronic surgical device. The specimen was completely retrieved using an endobag and a 20 Fr chest tube placed at the level of the incision wound ( Figure 1) ; surgical time was 35 minutes. The chest tube was removed on the second postoperative day, and the patient was discharged on the following day.
Macroscopically, the pathological examination revealed a pericardial cyst, measuring 45 × 35 mm.
Pericardial cysts are caused by an incomplete coalescence of fetal lacunae during the development of the pericardium; they might also be acquired after cardiothoracic surgery. (4) They are usually solitary and adjacent to the pericardium, communicating with it in 20% of the cases. The best treatment is surgical resection, and VATS should be considered as a major method of treatment.
Single-port VATS is gaining more and more importance in thoracic surgery practice. This approach has been described in the literature for the management of primary pneumothorax, as well as for performing wedges, lobectomies, or more invasive procedures, such as sleeve lobectomies. (5) A recent study demonstrated, in a cohort of 29 patients, the safety of this technique in the management of anterior mediastinal masses. (6) In our case, the single-port approach allowed perfect control of mediastinal structures, as well as of the right lung, followed by the cyst excision. A ring clamp permitted the suspension of the cyst for its dissection and entire removal, avoiding damage to the capsule, which subsequently might cause fluid spilling into the thorax. The minimal invasiveness of this technique, together with the precise endoscopic dissection, avoided postoperative pleural collection, as well as allowing immediate chest tube removal, and fast discharge of the patient.
When compared with other types of approach, the benefits of uniportal VATS include various aspects: the involvement of only one intercostal space, no spreading of ribs, less postoperative pain, and better aesthetic results. (5, 7, 8) The 4-cm skin incision allowed easy introduction and mobilization of all instruments (30° thoracoscope, ring clamp ring, and electronic dissection device). The absence of intraoperative and postoperative complications, as well as of intraoperative blood loss, together with less pain in the early postoperative period, less pulmonary function impairment, and better cosmetic result demonstrate the safety and the superiority of the single-port approach for the treatment of such diseases. However, the correct choice of the approach (thoracotomy, three-port thoracoscopy, or single-port thoracoscopy) depends on the experience of the surgeon and their being comfortable with the technique. In conclusion, single-port VATS might represent the best therapeutic option in the management of pericardial cysts in the mediastinum.
